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 This visit was for the investigation of Complaint 

IN00105100.

Complaint IN00105100  Unsubstantiated, due to 

lack of evidence.

Survey Date:  April 2, 2012

Facility Number:  000462

Provider Number:  155477

AIM Number:  100275380

Survey Team:  Linda Campbell, RN

Census Bed Type:

SNF/NF:  49

Total: 49

Census Payor Type:

Medicare: 7

Medicaid: 30

Other: 12

Total: 49

Sample:  3

Lane House was found to be in compliance with 

42 CFR Part 483 Subpart B and 410 IAC 16.2 in 

regard to the investigation of complaint 

IN00105100.

Quality review completed 4/3/12

Cathy Emswiller RN
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